An unusual case of calcific tricuspid incompetence is reported. The Case report An otherwise normal girl was found to have a soft systolic murmur at ii months of age. When aged 10 years, a systolic murmur was again detected and investigated by right and left heart catheterization. Pulmonary and left ventricular angiograms were performed, but no abnormalities were noticed at that time. In 1970, when aged I3 years, a routine chest x-ray showed slight cardiac enlargement. Subsequent screening revealed intracardiac calcification (Fig. i) . Review of the cineangiograms taken 3 years earlier showed that this 'had, in fact, been present then.
,at I0 years of age. There was isolated tricuspid incompetence, in itself an uncommon disorder, with normal right ventricular pressure and no intracardiac shunting.
Case report An otherwise normal girl was found to have a soft systolic murmur at ii months of age. When aged 10 years, a systolic murmur was again detected and investigated by right and left heart catheterization. Pulmonary and left ventricular angiograms were performed, but no abnormalities were noticed at that time. In 1970, when aged I3 years, a routine chest x-ray showed slight cardiac enlargement. Subsequent screening revealed intracardiac calcification (Fig. i) . Review of the cineangiograms taken 3 years earlier showed that this 'had, in fact, been present then.
She was asymptomatic. Her past history included thrombocytopenic purpura in infancy, infective hepatitis when -o, and a cholecystectomy at I3 for a single cholesterol gallstone. She was a healthy, normally-developed girl with no cyanosis, clubbing, or heart failure. The jugular venous pressure was slightly raised. Arterial pulses were 'normal with a right brachial blood pressure of i io/8o mmHg. In addition to normal first and second heart sounds, there was a grade 2/4 pansystolic murmur, maximal just medial to the apex, which increased in intensity during inspiration. There was no diastolic murmur. The rest of the clinical examination was unremarkable.
Chest x-ray showed slight cardiac enlargement with normal pulmonary vascularity. The electrocardiogram showed sinus rhythm with normal atrial loading and an incomplete right bundlebranch block pattern. Isolated congenital tricuspid incompetence is usually due to underdevelopment of the subvalvar apparatus; the abnormally short chordae tendineae hold the valve open during ventricular systole. It may present in varying forms, from severe heart failure with death within hours of birth (Jordan and Taylor, I966) to complete lack of symptoms for many years (Barritt and Urich, i956 Jordan and Taylor (i966) and Antia and Osunkoya (i969) . Valve calcification has not been described in this condition, the majority of reports being pathological studies on infants. Many mild forms of this disorder are probably unrecognized. However, in addition to the case reported above, only one other child out of 30,000 patients examined by the cardiologists ofthe Hospital for Sick Children, Toronto, has isolated tricuspid incompetence. This boy, now aged 8 years, underwent investigation at the age of 4 after the discovery of a systolic murmur which increased in intensity during inspiration. The electrocardiogram and chest x-ray were normal. At cardiac catheterization, the right heart pressures were normal and no shunts were detected. Moderate tricuspid regurgitation, unrelated to the position of the catheter, was seen on the angiogram. There was slight enlargement of the right ventricle and right atrium. The valve leaflets were normally attached to the valve ring. He remains free from symptoms, and no calcification has been noted.
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